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Editorial Comment 


NEW 
FORMAT 


Tue editors call attention to 
the new Format of DISEASES 
OF THE CHEST starting with 
this issue. 

Heretofore, papers which did not oe- 
cupy a full page were transferred to the 
hack pages of the Journal. Beginning 
with this issue all papers will be published 
in consecutive order until completed. This 
is the accepted style of most medical 
journals, 

We trust that this change will simplify 
the reading of papers in DISEASES OF THE 
Ciest. The editors would be pleased to 
receive any comments from our readers 
regarding this change or any other change 
which would improve the readability of 
the Journal. W. 


A UNIQUE 
SERVICE 


TuE United States of Soviet 
Russia has developed a truly 
unique social service in its 
fight against tuberculosis, by the develop- 
ment of the Night Sanatorium, Such an 
institution provides a place where the 
worker may come after 4 o’clock when 
the day's work is done and stay the night. 
This is done in cases where it is not pos- 
sible to secure better housing for the 
family, and a sick man or woman would 
have to sleep in a crowded, insanitary, 
ladly ventilated room. 

In the Vight Sanatorium he gets nour- 
ishing food, has some quiet recreation, 
aml sleeps in an airy, ventilated room 
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“The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind.’’ 


Lawrason Brown, M. D. 


even in sub-zero weather. In this way the 
worker does not lose working time or 
skill, his strength is built up, and his 
family protected, 

While the worker is at the Vight Sana- 
forium his family receives attention from 
the dispensary. They go to the clinic for 
observation. They receive extra diets if 
necessary, and a nurse teaches them the 
rules of health. The Night Sanatorium is 
looked upon, not only as a place for treat- 
ing incipient tuberculosis, but as a center 
for “sanitary culture” where patients can 
get health education. 

Before the Revolution in Russia there 
were only a few private charity clinics 
in the large cities. Recently the director 
of one of the Night Sanatoria told a rep- 
resentative of the Toronto Daily Star 
that while U. S. S. R. is waging a form- 
idable fight against tuberculosis, the pre- 
sent facilities are far from enough. This 
director said “Although we have had en- 
couraging results, we cannot come to 
grips with the problem until we have 
more doctors, nurses, rest homes, sana- 
toria, and houses for the people. The third 
Five-Year Plan is to provide these facili- 
ties. In the mean time, because we haven't 
enough beds in our sanatoria, we have 
to make severe choices. We give first 
choice to the worker who is the most 
‘socially useful,’ the one who is the most 
needed and valuable to his industry. With 
the others, we do the best we can for them 
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at home, 

“As a doctor, | would choose on the 
basis of the patient’s condition, but the 
trade union committee makes the choices 
on the basis of my report. Of two workers 
who are equally sick, the one who is the 
ost important to production is sent to 
the Sanatorium.” 

It is to be assumed, however, that this 
condition exists because of the lack of 
Sanatoria beds, and if the third Five-Year 
Plan produces sufficient beds, the Union 
Trade Committee would then not need to 
make a choice as to who was the most 
valuable to the industry. 

The way the U.S. 8S. R. is meeting the 
situation by using the Vight Sanatorinu 
is not only unique, but creditable indeed. 

Cc. M. H. 
BEWARE!) Till) DECLINE IN TUBER: 
CULOSIS ILAS STOPPED! 
Why? Opinions are numerous and varied. 
Several factors are important, but the 
outstanding one may be Collapse Therapy. 

Collapse Therapy is unquestionably the 
greatest boon to the tuberculous patient 
since the universal adoption of rest treat- 
ment of the disease. BUT Collapse Ther- 
apy (whether pneumothorax, thoraco- 
plasty, or some other form) changes 
Inany acute, previously rapidly fatal cases 
into chronic cases which live on indefinite- 
ly, becoming carriers of the disease, AND 
Collapse Therapy prolongs the life of 
many chronic positive sputum tubercu- 
losis cases that it does not render sputum 
negative. This result has a two-fold effect : 
Ist: It lowers the tuberculosis death rate 
for a period of years. 2nd: [t keeps alive 
carriers Who would otherwise have passed 
wwaly, 

low to Counteract This Result? 

1. Work for earlier Collapse Therapy 
before pleural adhesions have had time 
to form and strengthen sufficiently to 
prevent adequate collapse. 

2. Work for recognition of the fact that 
every tuberculosis case needs not only 
local lung rest, but sanatorium rest to 
the whole mind and body, so that foci of 
tuberculous infection outside of the col- 
lapsed area do not act the same as the 
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destructive focus in the collapsed portiyy 
It is no less than a crime against the tp. 
herculous patient to encourage or pep. 
mit him to continue with his work with 


only collapse therapy, and no period gf 


sanatorium rest to wall off and heal th 
invisible foci which produce with grey 
regularity, the contralateral spread jy 
causes so handled. 

>. Work for regular, periodic folloy 
up of the apparently-arrested case by spy 
tum examination and x-ray to detect sup 
posedly-cured carriers and disseminate 
of infection. 

4. Work for isolation of the infection 
case, especially from children and young 
wdults. Kimphasize the value of sanatorium 
training in rendering the infectious caw 
less infectious. 

» Work for more effective Collaps 
Therapy. Do not be satisfied with the re 
sult unless the sputum becomes and te 
mains negative. Both the life of the pa 
tient and his family, and public health 
are in danger if this result is not achieved. 
There is a dangerous temptation to be 
satisfied with gain in weight, normal ten 
perature, normal sedimentation rate, and 
the like; but a sputum remaining positive 
can quickly abolish all of those, often too 
reassuring accompaniments of an insuf 
ficient collapse. 

6. Work for the generous public sup 
port of all agencies actively combating 
tuberculosis, whether by case finding, 
education, or treatment of the patient 
with disease. 

The end of this work is still quite dis 
tant. We dare not let down. 


KEEPING THE ONE reviews number 


DISEASE IN of records of Pub 


Case 
MIND monary Tuberculosis, it 
will be readily noted the 
frequency with which there occurs @ 


history of chest colds, repeated attacks of 
bronchitis and pneumonia in the past life 
of these individuals. Is it just a coil 
cidence; is it that they were susceptable 
and fell victim to all the respiratory it 
fections that came along, including Tt 
berculosis; or is it because they developel 
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Tuberculosis after having become weak- 
ened following these repeated assaults 
upon their respiratory mechanism? Un- 
dJoubtedly all of these play a role in some 
cases; but there is another very important 
reason that is usually not appreciated. It 
is that many of these chest colds, bron- 
chitis and pneumonia episodes are in 
reality acute expressions of Tuberculosis 
itself. 

This evolution of Tuberculosis has been 
learned by the following: increasing 
knowledge of the pathogenesis of tuber- 
cle: more enlightment concerning the im- 
munoallergie factors involved; intimate 
clinical observation over periods of time 
and by the use of serial x-ray films. This 
tendeney for Tuberculosis to be revealed 
in these acute manifestations seems to 
le on the ascendeney and would indicate 
a recent trend. It probably results from 
progressive alterations in allergy and im- 
niunity, the relations of which are today 
in a somewhat debated and confused 
state. The initial introduction of tubercle 
bacilli into the body produces an allergic 
state to further contact with the hacilli. 
This allergy varies apparently in inten- 
sity in different individuals and may and 
does provoke the acute exudative responses 
noted above. We now know that the pro- 
ducts of this exudative reaction quite 
often undergo resolution and absorption, 
in some contrast to the proliferative and 
productive components of the disease 
evele. These acute exudative flares  fol- 
lowed by subsequent resolution explain, 
therefore, these acute respiratory explo- 
sions so often erroneously diagnosed 
“Flu”, bronchitis, ete. 

The alert and wise physician will keep 
in mind the ever possibility of Tubercu- 
losis in the more acute respiratory dis- 
orders, partieularly when they are in any 
Way atypical, exceptionally long drawn 
it or possess any suspicious features. 
Watch these chests carefully and make 
repeated sputum examinations for tuber- 
‘le bacilli. You may be surprised, you 
Will he rewarded, H. 


See Orvanization News on page 30. 


AN THE AMERICAN COLLEGE 
OPPORTUNITY or Ciiest PHYSICIANS is 
NOW interested as part of 


their accepted duty to 

have as many papers presented in- the 
American Medical Association Conven- 
tion at California next vear, by earlier 
tuberculosis diagnosis - minded men, as 
possible. Therefore, we urge our members 
to submit to the head of the appropriate 
sections of the American Medical Asso- 
ciation, titles of papers concerning chest 
diseases for acceptance NOW. The heads 
of Sections are as follows: 

Practice of Medicine—Dr. Fred M. Smith, 
Secretary, University Hospitals, Lowa 
City, Towa. 

Surgery, General and Abdominal — Dry. 
Henry W. Cave, Secretary, 107 last 
6O7th Street, New York, N. Y. 

Obstetrics, Gynecology, and Abdominal 
Surgery—Dr. Norman F. Miller, Secre- 
tary, University Hospital, Ann Arbor, 
Michigan. 

Laryngology, Otology, and Rhinology— 
Iv. Leroy A. Schall, Secretary, 270 
Commonwealth Ave., Boston, Mass. 

Pediatrics—Dr. Albert I). Kaiser, Secre- 
tary, 16 N. Goodman Street, Rochester, 

Pathology and Physiology— Dr. J. 
Moore, Secretary, 55 East Washington 
St., Chicago, 

Nervous and Mental Diseases—Dr. Paul 
Buey, Secretary, 950 Hast 59th 
Chicago, Il. 

Preventive and lndustrial Medicine and 
Public Health—Dr. 1. C. Riggin, Seere- 
tary, State Office Building, Richmond, 
Virginia. 

lrology—Dr. William P. Tlerbst, Secre- 
tary, 1726 I. Street, N. W., Washing- 
ton, D.C. 

Orthopedic Surgery—Dr. Robert V. Funs- 
ten, Secretary, University of Virginia 
Hospital, Charlottesville, Va. 

Radiology—Dr. John T. Murphy, Secre- 
tury, 421 Michigan Street, Toledo, Ohio. 

Committee on Scientific — Dr. 
Allen Bunee, Chairman, Atlanta, 
Georgia. 

Dr. Thomas G. Hull, Director, Chicago, 
F. W. B. 


in Tuberculosis « 


Tuk remarkable growth of 
thoracic surgery during the 
present decade has been con- 
spicuous by the universal 
acceptance of surgery as an integral fac- 
tor in the modern treatment of pulmon- 
ary tuberculosis, with thoracoplasty oe- 
cupying an increasingly important role 
therein. 

Lessons dearly learned through many 
failures and the high mortality of thora- 
coplasty during the struggling years of 
its evolution, together with the clarifica- 
tion of the many problems involved in 
collapse therapy mostly through exten- 
sive pneumothorax experiences, have re- 
sulted in the vastly improved and effec- 
tive thoracoplasty of today with refine- 
ments of technic, which enable us to close 
a large percentage of unilateral tuber- 
culous cavities with a surprisingly low 
operative mortality which compares fa- 
vorably with that of other major surgical 
procedures. 

The present trend in thoracoplasty is 
for the attainment of a maximum degree 
of selective collapse of the diseased upper 
portion of the lung with conservation of 
as much funetion as possible in the lower 
lung, when free from disease. The inad- 
visability of a permanently paralyzed 
diaphragm under such circumstances is 
obvious, and one should therefore mature- 
ly consider the future possible needs of 
collapse measures in every instance by 
first employing a temporary nerve inter- 
ruption or erush, when phrenic surgery 
is seemingly indicated. 

Selective thoracoplasty, by permitting 
the utilization of contralateral collapse 
procedures, has markedly advanced the 
scope of collapse therapy, and shows 
promise of rivaling the brilliant achieve- 
ments of selective pneumothorax. A quite 
recent development in this rapidly ex- 


*Read before the Rocky Mountain Conference on Tu- 
berculosis at their bi-annual meeting in Albuquerque, 
September 29, 1936. 
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The Present Status of Thoracoplasty 


WILLIAM H. THEARLE, M.D. 
Albuquerque, N. M. 


AUGUST 


panding field of therapy jg 
bilateral selective thoraeo. 
plasty for justifiable risks 
with advanced lesions limite 
to the apical regions, viz: a four or fiye 
rib plastic on the worse side with a later 
apical thoracoplasty of three or four ribs 
on the other. 


The features of paramount importance 
in posterior thoracoplasty, which are now 
considered fundamental to success, are: 
1. a multiple stage operation, 2. removal 
of the entire first three ribs and 3. rv. 
section of the vertebral transverse pro- 
cesses (except the first). 

It may perhaps seem a bit radical to 
remove these upper ribs routinely fora 
comparatively small cavity of the aper, 
but the common tendency of such cavities 
to drop down medially toward the hilum 
with recoil of the relaxed lung, after re 
section of only segments of the first three 
ribs, and the frequency of persistent 
cavitation after the Sauerbruch operation, 
have conclusively proved the necessity of 
an extensive type of original thoraco- 
plasty in every case to avoid later antero 
lateral plastics and often reoperation 
posteriorly for remaining cavities, which 
have too frequently been attended with 
only partial success in the presence of a 
rigid thoracie wall. 

The routine resection of the vertebral 
transverse processes with all costectomie 
except that of the first rib, ensures cdl 
pen in the vulnerable costovertebral 
vutter, which is commonly the site o 
‘avities and almost invariably their loca 
tion after inadequate thoracoplasty. Some 
surgeons also remove the costal cartil 
ages with the first three ribs in an uppe 
stage operation, which results in a com 
plete collapse of the apex, but experient 
has proved this to be a little too much 
surgery at one time for the vast majority 
of patients, as is also often the entire fits 
three ribs at one stage, because of the 
occurrence of excessive paradoxical m¢ 
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tion With resultant cardiorespiratory em- 
harrassment. 

Suffice it to say we cannot follow any 
stereotyped course of resection in’ our 

sterior stages ; the character and extent 
of each plastic must be varied to meet 
the collapse necessities of each individual 
patient, but great care and judgment 
must be exercised in staging thoraco- 
plasty in the horizontal as well as the 
customary vertical plane to reduce dan- 
verous paradoxical respiration to the 
mininum and to accomplish adequate 
pulmonary relaxation with approxima- 
tion of the walls of cavities at the initial 
thoracoplasty. 

Obviously, the aim of modern thora- 
coplasty is the complete decostalization 
of that portion of the thoracic wall over- 
lying the area of cavitation, which is 
commonly the upper lung field, together 
with the wide resection of as many ad- 
ditional adjacent ribs as the case in 
question demands, 

The current trend to conservatism in 
the number and lengths of costectomies 
at each posterior stage is impressively 
emphasized by Haight of the Ann Arbor 
clinic in a recent excellent article, where- 
in he states: “We feel that it is danger- 
ous to resect as much as the total lengths 
of three ribs at any one of the posterior 
stages. For this reason, in this clinic, 
the number of ribs resected at the upper 
posterior stage is now limited to two, or 
two and a short posterior segment of the 
third, The remaining antero-lateral seg- 
went of the third rib is removed at the 
following stage at which time, again, not 
more than the equivalent lengths of two 
or two and a half ribs are resected.” 

ANTERIOR thoracoplasty is required 
is an adjunct procedure to the posterior 
operation, when a complete collapse of 
the upper third of the lung is necessary, 
in patients with a large upper lobe cavity, 
extensive destruction of the upper lobe by 
cavities and tuberculous empyemata; al- 
80, for many inferior surgical risks as 
Well as those developing excessive para- 
doxical motion during the upper posterior 
‘tage. Briefly, this operation consists in 
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the removal of the first, second and third 
costal cartilages (and occasionally the 
fourth in large empyemata), together 
With any remaining stumps of these ribs, 
preferably thru the axillary incision pro- 
posed by John Alexander. 

The poor regenerative ability of cartil- 
age usually leaves these patients with an 
unstable anterior thorax, which has pre- 
vented greater use of this operation. This 
serious objection has lately been overcome 
by simply dividing the second and third 
cartilages at their sternal junction, which 
permits them to hinge and swing mesial- 
lv, and thus produce the desired addi- 
tional collapse but with a little less an- 
terior deformity than when these cartil- 
uges are resected. 

Increasingly gratifying experiences 
With bilateral pneumothorax have made 
us less fearful of the contralateral lung, 
and the greater applicability of selective 
collapse have markedly broadened the in- 
dications for thoracoplasty. The field for 
surgical collapse is still the large group 
of chronic ulcerative phthisics with ade- 
quate vital capacity and a physical status 
that is equal to this extensive surgery. We 
no longer, however, lose valuable time 
Wailing for the classical indications for 
thoracoplasty of chronic unilateral dis- 
ease with sufficient fibrosis to cause re- 
traction of adjacent structures, but do 
require the productive type of tubercu- 
losis and assurance that pneumothorax 
has failed to control the disease. 

The deadly nature of pulmonary cavi- 
ties with its oft reported mortality of 
SO per cent under a conservative regimen 
leaves us NO other alternative than the 
prompt consideration of collapse therapy 
When the stage of excavation has oc- 
curred. The magnitude of our collapse 
problem is glaringly reflected by recent 
statistics which reveal that 80 per cent 
of cases have cavities when tuberculosis 
is diagnosed, in spite of our tuberculosis 
campaigns and professional enlighten- 
ments in recent years; while sanatoria 
figures show that 85 per cent of their ad- 
missions have similarly advanced to the 
stage of cavitation. 
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Although thoracoplasty is obviously 
more severe and associated with greater 
immediate dangers than artificial pneu- 
mothorax, yet the selective type of opera- 
tion, properly performed in suitable pa- 
tients, possesses the decided advantage of 
greater fibrosis, permanent collapse and 
a shorter period of treatment with far 
greater assurances of success than is at- 
tainable with pneumothorax therapy. 

Nevertheless, in spite of the short- 
comings of artificial pneumothorax, viz: 
the long siege of treatment with its many 
refills, the disturbances possible 
dangers associated with pleural effusions, 
the uncertainty as to when treatment 
should be terminated, and the feeling of 
uneasiness as to the final outcome, it 
remains the most valuable and applicable 
vf all collapse measures because of its 
simplicity and controllable features. A 
routine trial of artificial pneumothorax 
is still orthodox before proceeding with 
thoracoplasty, although some now claim 
that in cavitation limited to the extreme 
apex, as well as those with large cavities, 
thoracoplasty is the procedure of choice 
as pneumothorax seldom effaces such 
lesions and valuable time is only lost by 
temporizing with it. 

The most important and difficult prob- 
lem in phthisical therapy at present is 
the management of advanced bilateral 
cases Who comprise a large number of the 
patients in sanatoria, especially state and 
county institutions. lt is surprising to 
note that 65 per cent of the cases in the 
Municipal Tuberculous institutions of 
New York City are so classified, many 
of whom unquestionably represent mis- 
tukes or neglect in treatment during an 
earlier period of the disease. While it is 
now practicable to combine advantageous- 
ly various collapse procedures in bilateral 
therapy, yet the intelligent use of selec- 
tive pneumothorax will be found the 
safest and most applicable of our collapse 
measures for this group of hopelessly 
advanced patients. 

The situation that confronts us when 
bilateral thoracoplastic surgery is con- 
templated is a vastly different and far 
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more complicated one than in those wit, 
lesser involvements. The selection of sue, 
patients must be most exacting, and th 
greatest caution exercised in staging op 
procedures which must obviously 
limited only to the upper lung fields 
Sufficient experience has not yet aceryej 
to justify the extreme attitude of Coryllg 
that no bilateral case should be considera 
us hopeless and unsuitable for collapy 


treatment as long as one lobe is gtij [ 


healthy. 

We can but expectantly look to the fy. 
ture to solve properly the almost hope 
less surgical problem in bilateral, far. 
advanced tuberculosis, through the earl 
and judicious use of collapse therap) 


rather than by the resort to drastic su. [ 
gery under such adverse circumstances f 
Which can only be associated with grea 


vperative dangers, frequent complica 
tions, a very high mortality, and con: 
monly disappointing results. 

Recent reports reveal that modem 
thoracoplasty has so far doubled the tr 
sults of our previous. operations, and pro 
portionately reduced the mortality abou 
half. The recent trend toward expressing 
the results of thoracoplasty in terms oi 
cavity closure, negative conversion 0 
sputum, and operative mortality portrays 
this result far more accurately and uli 
formly than by the classification of cured, 
clinically well, improved, unimproved, 


und deaths. Statistics show that it is nov f 


practicable in suitable subjects to rendet 
sputum negative and close approximate) 
SO per cent of unilateral cavities by mot: 
ern thoracoplasty when carefully au 
adequately staged, and with an operative 
mortality of less than 5 per cent. ‘The bes 
results so far reported are by Haight with 
the closure of cavities and negative spl 
tum in 46 cases in a series of 5U (92 pe 
cent) and with NO operative mortalily. 

In closing, we can but conclude frow 
the common failure of conservative treat 
ment in advanced pulmonary tubercl 
losis and the increasing general use witl 
favorable results in recent years of 
lapse therapy in advanced phthisis thi! 
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the near future will witness the early and 
routine resort to collapse procedures in 
chronic tuberculosis. Further, we can 
only expect improvement in our results 
from thoracoplasty through the certifi- 
cation of specialists now in process which 
will unquestionably soon include the field 
of thoracic surgery, and thus eliminate 
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many good but busy general surgeons 
without fundamental training in chest 
work who perform thoracoplasties by the 
trial and error method with disappoint- 
ing results, this being mostly responsible 
for the continued disrepute of this val- 
uable operation in some sections of this 
country. 


Effects of Injuries to the Thorax 


INJURIES to the thorax and 
the underlying lung may be 
due to blunt force or pene- 
tration. 

Many of the automobile accidents re- 
corded in the daily press may produce 
one or the other type of:injury or a com- 
bination of both. The diagnosis of serious 
‘injuries from wounds of penetration is 
much easier than diagnosis of injuries 
from blunt force because: 1. the penetra- 
tion can be or was seen; and 2. results 
of the complications and the penetration 
are suspected because “sucking” of air 
may be heard, hemorrhage seen or sus- 
pected. In injuries due to blunt force, 
fractured ribs, hemothorax, pneumothor- 
ax, hemopneumothorax, and empyema 
cannot be seen and the surface injury 
may be insignificant in appearance. 


Fractured Ribs 


Fracture of a rib may be of the simple 
ype with few or no complicating factors. 

Again, commonly, the ragged end of a 
rib at the time the pressure or force is 
applied may tear an intercostal or a mam- 
maty vessel or the lung surface itself. 
The rib may spring back into shape and 
show no fracture or displacement on the 
“ray. A small bleeder may have resulted 
which is not immediately discernible, and 
the patient may be discharged before the 
extent of the complicating factors has 
been learned. Injury may also occur to 
the underlying lung without fracture of 
the ribs, 

Hemorrhage 


Kither \vype of injury mentioned above 


By 
WILLARD J. DAVIES, M.D. 
Rockville Centre, N. Y. 


may cause hemorrhage. The 
bleeding is generally into the 
pleural cavity. 


Hemothorar 


Hemothorax is caused by bleeding in- 
to the pleural space. Authors differ on 
its treatment and its effect, but all agree 
that it is safer to watch it carefully. If 
symptoms of hemorrhage are present to 
a marked degree, presenting a picture 
of shock and exsanguination, then radi- 
cal methods should be attempted. One 
point to be noted is that blood does not 
have the same power to clot within the 
pleural cavity as it does elsewhere. 


Pneumothorax 


Penetration of the chest wall to the 
parietal pleura or rupture of the lung 
through to the visceral pleura will cause 
a pneumothorax. The pneumothorax is 
usually complete. Subcutaneous emphy- 
sema is always found when the penetra- 
tion extends through the chest wall and 
the parietal pleura. This may be, and as 
a rule is, simple in type. At times, a very 
severe subcutaneous emphysema may 
have to be treated by suturing the chest 
wall and the rent in the pleura. 

The pneumothorax may be open or 
closed. In the open type a free egress of 
air from the pleural cavity can be heard. 
Treatment may be given either by ap- 
plying a pressure bandage or by suturing, 
as the size of the entrance would dictate. 

In the closed type, the tension pneumo- 
thorax is eminently dangerous. This is 
caused by a valvelike arrangement where- 
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by air enters the pleural sac and a small 
tab of tissue flips over the hole, prevent- 
ing the gradual aspiration of the air. At 
each inspiration, more air will enter the 
pleural cavity until the pressure within 
becomes atmospheric. And, in proportion 
as one lung becomes smaller because of 
the compression, respirations increase. 
Pressure continues to pile up and, aided 
by coughing and straining, the tension 
hecomes greater than atmospheric until 
the mediastinum and heart may be pushed 
to the opposite wall and asphyxia result. 

Pneumothoraces following injuries 
should be continually checked for pres- 
sure with the regular manometer to de- 
termine whether tension is increasing; if 
so it should be relieved. 


Empyema 


A sterile effusion may easily follow 
pneumothorax or hemothorax. This is due 
to the lowering of the resistance or to 
irritation of the pleura. 

Infected empyema are of doubtful oc- 
curence unless the chest wall has been 
punctured. When they do oceur, they are 
much more serious than the ordinary 
post-pheumonic empyema, because of the 
larger area of the pleura’ which will 
naturally be infected. 


Lung Injuries 


The lung may be injured by any foreign 
body which penetrates through the chest 
wall and also by blunt foree. Crushing 
bruises may injure the underlying lung, 
while, owing to elasticity, the overlying 
ribs may not be broken. A lesion leading 
to the lung will cause capillary hemor- 
rhage and edema. Laceration of the lung 
surface will lead to collapse, and if the 
area in which the tear was produced is 
sufficiently vascular, a hemothorax will 
result. 

A lung abscess may develop at the site 
of such an ecchymosis and edema. This 
may be due to several causes: 1. the in- 
fection causing the abscess may have been 
located within the lung before the in- 
jury, but natural resistance has held it 
in check——-such as in spirochetal abscess- 
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es; 2. the infection may be aspirated g 
the time of the impact and the groung 
prepared by the contusion may be a ferti}p 
field; 3. there may he a combination of 
the first and the second causes, 

Traumatic abscess is treated as abscess. 
es of the lung of any other origin. The 
prognosis in either case is poor and cap. 
ries a mortality of from sixty to seventy. 
five per cent. Treatment depends on the 
location and the extent of the abscess, 

Post-traumatic pneumonias occur yery 
rarely. The physical signs and x-ray ap 
pearance are the same as in the nop. 
traumatic type, and they are both treated 
the same. 

A latent or healed tuberculosis may le 
easily activated by a superficial contus. 
ion. Tt can also be said that a well-know, 
cause of tuberculosis ie.. a lowering of 
the systemic resistance—will be brought 
about by fractures and injuries to other 
parts of the body. 

A definite tuberculous process may be 
present and an activation and extension 
take place from a breakdown or distur 
hanee of the defense barrier which has 
been woven about the area, 

Active tuberculosis may result in an 
individual formerly free from any signs 
of active lung involvement. The field has 
been prepared by the injury, and capil 
lary ecchymosis and edema exists. A few 
hacilli sprayed into the field from a small, 
well-healed lesion find a fertile territory 
to grow and multiply. 

Where active tuberculosis develops in 
an individual formerly free from the 
symptoms of the disease, the deduction 
follows that lowering of the resistance 
either locally or in general has given the 
ever-ready disease a chance for activation. 
Fishberg says: “Inasmuch as we may col 
fidentially state that practically everyone 
has been infected with tubercle bacilli 
at some period of his or her life, but that 
in the vast majority of people this infec 
tion proves harmless, it is obvious, for 


medico-legal purposes, that active tuber } 


culosis following an injury should k 
considered a valid cause for claims fo 
damages when an attempt is made to ée 
termine the responsibility.” 
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Evaluation of Phrenic Nerve Surgery 
‘a the Treatment of Pulmonary Tuberculoisis « 


THIS STATISTICAL study was 
undertaken recently for the 
purpose of determining, if 
possible, what actual service 
phrenic nerve surgery could 
render under the conditions of 
treatment necessary in our own depart- 
ment, In order to permit a fair compari- 
son With other statistical studies a des- 
cription of our facilities is pertinent. The 
Jackson Memorial Hospital is a general 
hospital, owned and operated by the City 
of Miami as a charity and “pay” or priv- 
ale institution. The Department of Tu- 
herculosis has thirty beds for the treat- 
ment of white patients and sixteen beds 
for colored. Patients are usually re- 
ferred through an ambulatory clinic or 
directly by one of the other services of 
the hospital. Since the bed capacity of 
the department is not adequate to handle 
all applicants, an attempt is made to 
make the period of hospitalization as 
short as possible consistent with safety to 
the patient and his family. Some patients 
are not able to arrange for suitable care 
outside of the hospital because of econom- 
ic condition, These patients are fre- 
quently held longer than is actually nec- 
essary or are occasionally sent to a con- 
valescent home provided they are non- 
vontagious. The duration of hospitaliza- 
lion not being an actual gage of the con- 
dition of the patient, it has been omitted 
from this report. After discharge from 
the hospital, patients with any type of 
rollapse therapy are observed in an am- 
ulatory clinic, staffed by the same physi- 
cians who treated them during their hos- 
pitalization. 

In the selection of cases for phrenic 
herve surgery, each case is studied both 
clinically and by x-ray, frequently in con- 
ference with several members of the staff. 
Each of the operations in this series was 
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performed by the same surgeon 
and the request as to the type 
of operation originated in the 
medical division of the tuber- 
culosis service. The surgeon’s 
council and advice has, with 
rare exception, approved of the type of 
operation requested by the attending 
medical staff. Follow up observation is 
entirely under the direction of the med- 
ical division of the tuberculosis staff. 


Types of Operations 


Two types of operations are used, tem- 
porary phrenic and permanent phrenic 
interruption. In the permanent type, the 
peripheral segment of the nerve is evulsed 
and a segment of 6 to 10 cms. usually 
removed. In the temporary type, the nerve 
is injected with alcohol and then crushed 
with a hemostat for a distance of 1 to 2 
cms. Both operations are performed under 
novocaine anesthesia. As will be noted in 
table LT (page number 15), the permanent 
operation was generally used in the earl- 
ier cases in our series and the temporary 
operation was used most frequently dur- 
ing the last few years. 


Discussion of Indications 


Practically all of our cases fall in the 
group of patients on whom pneumothorax 
has been tried and been unsuccesful, or 
had been thought inadvisable because of 
the probability of failure. In the majority 
of these patients the disease was bilateral 
and thoracoplasty was not warranted be- 
cause of extensive pathology in the con- 
tralateral lung. In most instances, the 
rational of the phrenic operation was to 
try to benefit rather than to cure the 
patient and possibly to prevent a spread 
of the disease until the contralateral lung 
could be improved sufficiently to warrant 
thoracoplasty on the side of the phrenic 
operation. 

In some instances, phrenic surgery was 
used to augment the collapse obtained 
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with partial pneumothorax. Occasionally, 
phrenic operation was advised because of 
poor cooperation on the pneumothorax 
program. Only rarely was it thought prob- 
able that the phrenic operation alone 
would be curative. 


Race, Age and Sex Incidence 


AGE WHITE COLORED 
Male Female Male Female 

0-10 0 1 0 0 
11-20 1 1 1 2 
21-30 12 2 9 
31-40 7 11 12 2 
11-50 4 3 
- 60 0) 0 0) 
61-70 > 0) 0 0 
Totals 23 28 16 138 


Total White - 51 Colored - 29 


TABLE NO. II. 


Table No. II shows the Race, Age and 
Sex incidence of 80 of the cases in this 
series. The age of the other 5 cases was 
not available from the records. It is inter- 
esting to note that 28.75 per cent of the 
phrenic operations were performed on 
white women from 20 to 40 years of age. 
This same age group in both sexes and 
races furnished 72.5 per cent of the cases 
in this series, the youngest case was 10 
vears and the oldest, 66 years of age. 


Results 
WHITE COLORED 
Male Female Male Female 
Good 14 14 3 4 
lair 4 3 0 O 
Poor 0 1 0 0 
Died 4 10 6 8 
Totals 22 9 12 


TABLE NO. III. 


There are only seven known survivors 
from the colored patients who have had 
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phrenic nerve operations. This constitute 
one-third of the colored patients whog 
subsequent history is known. The averag 
survival since operation for this Lroup of 
seven is slightly less than two years, by 
only 2 of the 7 were operated on prio 
to 1935, One case has survived 59 months 
but is still being treated by pneumothy. 
rax. 

Among the white patients the ratio of 
survival is better: 36 of this group ar 
known to be alive and 14 dead. The ratiy 
of living to dead is 2.05 to 1 in the white 
group and 1 to 2 in the colored. The ayer. 
age survival since date of operation 
among the whites is 27.5 months and 23 
have survived over 2 years. Five of the 
cases have survived over 5 years. Hov. 
ever, all of these cases were of a far ai. 
vanced bilateral nature and none ar 
considered cured as yet. The fact of their 
survival is in itself significant, since none 
of these patients would have given a prog. 
nosis of surviving for two years without 
collapse procedures. 


Conclusions 


From the survey itself we are forced to 
conclude that while the procedure of 
phrenic nerve operation has merit, it is 
more useful as a secondary measure than 
as a procedure of choice in cases of far 
advanced disease. It has its place in help: 
ing to control the lesion in far advanced 
bilateral disease until more opportune 
time for major surgery, such as thora- 
coplasty. It has value in augmenting an 
incomplete phneumothorax in selected 
cases, 

Concerning the choice of temporary ant 
permanent phrenics, our opinion is crys 
talizing in favor of the temporary oper 
tion except where the degree of destrue 
tion of the lung is such as to warrant 
little hope of ultimate usefulness. Where 
the lesion is apical, a terQporary phrenic 
has the advantage of saving some degree 
of usefulness for the lower lobe after a0 
apical thoracoplasty has been performed. 


TH 


OF 


ts 
: 


‘peldaxg 


umouyuy 


‘pestdxy 


‘pemdxg 


umouyuy, 


SE/S2/b 
‘pemdxy 


poop 


poo 


peldx 


bul 


peldxy 


yueseig 


sIsolexy 


sIselexy 


uoypiedO 
yo edAy 


peaoidw] 


joys 
Io} peaocidwy 


peaoidwy] 
sipeA 


peat 


‘peaoiduly 
sipeA 


Zl 
peaoiduly 


snid [ wn} 
“nds ‘poor 


poo 


poor) 


¢ 

peal] 

Q 

peat, 

POAtT 


poo) 


poo 


poo) 


Poor 


pupjs 
jo ee1beq 


JO potisd joys 

ul 
‘ebpylioulsy pup 

AVIADD eSDESIP 


‘bun JO JUSWISA[OAU! 
pedojea 

‘espesIp 
you 

-oyjowneud ‘AyIADO [poldp 


efqissog 
*A}IADO 
[DOIdD ‘}USWISA[OAU! 


‘eSDEeSIP [DIe}DIIq ‘A}IADO [DoIdy 

*A}WADO 
[DIIdD 
jou 

xpioyjouineud ‘peajoAur xedy 
‘pesdpjoo Ajjpyind xpioyjour 
-noud ‘suOISeYUpD [DoIdy 
[njsseoons 

-un ‘suoIseypp 
‘ourneud Aq 

UO PeT[ONUOD jOU ‘SUOCTSSYpD YIM 
e[dy[nul ‘espestp 
‘pweAduie 

Os[pD jo ID} 
JO JUSUISA[OAUT 
‘asDeSIp ‘Aj[ADO [DoIdy 


[DoIdp 
jo 


‘SSNIADO ‘eSDESIP DI Ig 


‘SASWO 4O ON 


TO 


1 


0€ 


jo 


O 


O 


la, 


‘dV 
8IZIS 
9EZIS 


DOM 


0420S 


‘dd 
Z8PIS 


ZS92S 


‘NM 
‘al 
8996E 
‘Wd 
‘Hd 
‘TD 
OLOEY 
‘ON 
€186E 


OLP9E 


916997 
‘Sd 
O6LIE 
‘WA 
SSBLE 
VLELD 


“ON 


= 
itutes 
W hose 
fe) 

Up of = 566 6 
8, but 
prior 
onths, 
| 
tio of 
are 
ratio 
white 
aver: 
oO 
nd 13 
of the 
Hov- 
ar ad- 
the ri i dal 
their i 
> none 
prog: 
ithout 
ced to 
ire of 
, it is 
2 than 
of far 
help: 
yrtune 

ry and 
crys: 
struc: | 
W here 6 = & 
hresie wo 
degree « ) N = p> + ca Nn © 
ter al 


— 
‘pupis 4YSIH PINCS ‘sUCTSeYPP YIM 
umouyuy s[se1exyg poor poor -o7dp [DIE u seé/s /e W se 
‘sour 
ur pemdxy SISelOxy uMmouyuy) *‘peoupapp 1 /ZI O18S/ 
umjnds ‘100g SONTADD ‘PSOUDAPD ID} /P /8 M 3 9S8Sr 
uo *xud sexD} 
poor) SISOIOXY Poor Poor Jeddn jO /9Z/8 W 
‘puny 
pemdxg stselexy pcory Poor) Yel JO M VI 92 OFI6S 
*xpioyjourneud 
4q pesojo jou ‘aw 
poor euoNn uo A}IADD ‘JUSUISA[OAUT [DIS}DIIg /9Z/8 M 3 Sz 6ZE6S 
Del} 
xpioyjouneud jou > 
UOC UeAIH 
‘umouquy) é é T M W 6€ 919Ss 
jou xpioyjourneud 
poe} é é é é /S M d bZ 92629 
XDI 
-oyjoulneud 0} PpIp ‘SH 
poor) poop poop ‘espesIp €€/LZ/01 M W 04802 
peaoiduy ‘WT 
Poor WHS *SUOISSYPD YIM AjIADO [DoIdy M 6Z $Szu9 
poor Aq 0} [DoIdy 1 €£/0Z/S M PZ 
9€/1Z/F -neud Aq jou euo 
‘pestdxg ejqouonsend ‘PSOUDAPD ‘eSDESTP M a 8Z 
‘O'S 
poe} poo) UO cf /9I/E M W Ov 
jou ‘U's 
poor sjselexy peaoidu] -oulneud ‘JUSUISAJOAU! ZE/EL/S 5 N Le P60IS 
uoypiedO s}youeg eS uoyDiedO eby “ON 
yueseig yo edAy jo e01beq jo 
LSAHO AHL AO SASVASIC 


4 


. 


syjuow g 


Surysnig Peal] ‘SuON Ul Ship] ‘SeHIADS 1 Se/St/s M Zs P9092 
‘SW 
PUD ‘espesIp T $€/92/8 a I€ 1$S08 
Del} 
xpioyjoutneud Jepun ‘eso[d 0} “MW 
umouyuy SIselexy é SOMIADD ‘esDESIP SE/LZ/L a Zl 6SZ208 
*xp1oyjourneud 
Aq [ONUOD O} ‘Sd 
‘esdpjjoo Aq jou TM 
peldxy sjsolexy UO ‘eSDeSIP SE/LZ/L a SZ €€808 
uo 
Aq ‘ay 
UO ‘OW 
wbpiydpip 
jo 
[Porxoppipd 
poos ses /9 M iN LY 6S008 
‘H’S 
Awoj}oe1ydeu 
poy 
eaytsod ‘q } pedo Jeybry “suo *xployjouineud ‘WA 
wnjnds eaep ‘IIDJ ‘poor Aq pesolo jou [poIdy M Z9 
Aysp[d 
-OOD1OU} uo ‘xud Aq pesojo Tl 
poy ‘poor S}SO1OXZ you i $e, 0€/6 M L699P 
96/9/01 
‘pemdxy ‘dT 
xpioyjoulneud jou 
yueselig yo edAy jo jo 


Se/8 /E W se 96189 


e 

= 


ol 


uedo 
AVWIADD ‘poor 


OOF) 


poop 


peldxg 


poob 


a 


peitdxy 


*‘peldxy 


uMmouquy 
uMmouqyuy 


9€/61/9 
‘pemdxg 


9€/SZ/01 
yueseig 


Hhurysmiy 


Hurysnip 


Burysnip 


Burysnig 

Hurysnig 


yo 


poop 


poe) 

Hut 


peaoiduy 


eulos 
O} 


Apybrs 
peaoiduy 


uedo 


s\youeg 


Ls 


poor 


ejDISpoyy 


e|DISpoyy 


euoNn 


ejDIepoyy 


suoNn 
ee1beq 


jdp 
*xpscyjourneud Aq 

uO SUOCISSYPD ‘eSDESIP g 
oO} 
-oulnseud jo 


[poldp ‘xp1oyjoumneud 
PUD 
[DOIdD 

oO} efqoun 

eSDeSIP 

you uo A}IADD 
‘SUOISOUPD O} eNp XDIOU} 
-ourneud Aq peljomuos jou 
*PSTID} 

UO PSFIDUI SIOU! 


AjuNOD 
*Ajuo ADp euo JO}; [pyIdsopy AyuNOD 
‘eSDeSIP 

‘@SDESIP ‘UOISNy 
pup A}IADSD YIM [DSDg 
uO [Ny 
-sseoons ‘apis uo 
-neud jO ‘esDesIp 
‘suOIS 
-eypD snoseulnu PD} 
-neud Aq jou ;ybry 
eESDESIP 


AHL AO 


¥0696 
‘WO 
$8126 
‘aM 
78126 
‘ay 
E8126 
‘HY 
€1S06 
‘ad 


$8206 


he 
. 
= a 
= 
ive) wo wo wo wo o wo Te) ive) 
>, 
> VO UO = Oo O = 3 
( - 
: 
: ‘ 


poor 


poor) 


win} 
-nds ‘poor 


poop 
umouyquy 
poor 
poor 
JIDJ 


winjnds 


D4 
poo} 


poor 


poor 


yueseig 


Surysnio 


Surysnio 


Surysnig 


Hurysnio 


Surysnig 


5urysnin 
Hutysnio 
Le6i 
-ODDIOU 


Hurysnio 


Hutysnic 


Hurysnig 
uoypiedO 
yo edAy 


speeu 


poos 
peaoidu] 


poor 


spesu 
ul [[NS 
Ayspid 
-OODIOU], 
poo 
peaoiduly 


peaoidul] Dj 


jo ee1beq 


SAN DpNxa 

*xpioyjoumneud Aq 
‘suotseypp ‘A}IADO [DoIdy 
‘XDI 

“nye ‘suotseypp ‘A}IADD [poIdy 

-oyjoulnsud YIM O} 
‘SUOISOUPD YIM SONIADD [DoIdy 

Aq pesor> 
jou ‘edéA} 


[DoIdD 
YIM 
JUSUISA[OAU! [DOIdD 
‘asdpijoo suots 
‘PeoUPAPD ID} 
Jepun op 
JOU PIP ‘SOIIADD IDJ 
‘snjd p—uupullessp 
YIM A}IADD [DoIdy 
-oyjourneud Aq pasolo jou ‘xedp 
*AVIADO 
‘suolseypp 
UO xXDIOU} 
-OUINSUg “eSDESIP 
SNOISUINN [pod y 
suo[seypD 
uo 
[DOIdD SSO[D 0} 
xpioyjoulneud ‘espesIp 
[pspq ‘A}IADD [DoIdD xp10y} 
-ournsud YIM eSDeSIP 


dO “ON 


poop 


Aq 


u 


96 


jo 


Oo! 


"as 
62196 


a 
S 
O 
2 
= 
re) ° re) re) 
2 
® 
3 
re) 5 12) 
a a. 
| 
I wo wo wo wo wo wo wo wo w wo 
~ 
a 
- 
e.8, SS &£ Se s 


OF THE CHEST 


AVGUyp 


The Treatment of Bronchiectasis 


THE CLINICAL picture of ad- 
vanced bronchiectasis is usually 
easily recognized. The patients 
complain of breathlessness and 
fatigue, loss of weight, and obstinate ex- 
pectoration of great amounts of foul 
smelling sputum. Physical examination 
may reveal clubbing of the fingers and 
rales in the lower lobes of both lungs. 
Sometimes, only x-ray study either in 
flat plates or after the use of lipiodol, 
will enable us to make a definite diag- 
nosis. That is especially true if we think 
not only of the advanced, infected stages, 
but of the beginning ones. This distur- 
hance must be considered in the presence 
of a chronic persistent cough, even in a 
person of good health, especially when 
there is a history of admixtures of some 
blood with the sputum and no signs of 
tuberculosis. In such cases we may reg- 
ularly find rales on one side and always 
in the same area of the lower lobe. There 
may be a history of recurrent attacks of 
fever, and of—as the patient says—‘fre- 
quent spells of pleurisy or pneumonia.” 

The treatment, especially of the ad- 
vanced cases, is not very satisfactory, an 
etiologic cure being relatively rare. When 
the bronchiectasis is due to the aspiration 
of a foreign body, to a luetic or tubercu- 
lous ulcer with secondary stenosis of a 
brouchus, or to infections of a sinus, the 
relief or removal of the etiologic factor 
is necessary for a cure. If distortion of 
the bronchial walls is the result of a pul- 
monary fibrosis, the treatment of this 
condition with diathermy may be tried. 
Arsphenamine therapy is efficacious in 
the presence of spirochetal infection, ete. 

Besides the consideration of the eti- 
vlogy, it is frequently important to treat 
the patient as an individual rather than 
to consider only his disease. This is es- 
pecially true in cases with hypertension, 
decompensated heart disease, alcoholism, 
gout, obesity. They may be greatly re- 
lieved by control of diet and regulation 
of habits. In cases of advanced bron- 
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chiectasis it is imperative to care 
for the heart, to check the pro. 
duction of the sputum, and ty 
facilitate expectoration. 

As in all chronic conditions, advice 
concerning details means very much: 
Careful ventilation of the room, taking 
short walks when no fever is present, the 
frequent change of position when the pa. 
tient has to stay in bed, and building up 
resistance with cool short sponge baths— 
all are important. 

The “thirst cure” is an excellent thera- 
peutic measure, being frequently effec. 
tive in decreasing the production of spu- 
tum. The patient is given 600 cc. fluid 
daily for 2 or 3 days. This is then grad- 
ually decreased to about 250 ce. (to 
400 ce.) a day. One or two days a week 
it is advisable to give 2000 cc. fluids. In 
such a form the cure can be carried on 
for 2 or 3 months. Besides that, the pa- 
tient should have a_ salt-poor, mixed, 
fairly dry diet with preference given to 
vegetables, salads, and fruits. The amount 
of starches and meat depends on the 
general condition: these should be re 
stricted in cases of obesity, gout, and 
hepatitis; asthenic patients, however, 
should have sufficient nourishment (es 
pecially protein, cod liver oil, ete.). The 
thirst treatment is a fairly strenuous one 
and should not be attempted in the pres 
ence of other major disturbances such 
as concomitant tuberculosis, or decom 
pensated heart disease. 

Frequent bronchitis may decide the 
course of bronchiectasis, since patients 
are more susceptible to bronchitis when 
their tonsils have been removed. Thus 
bronchiectasis is a warning against UL 
necessary tonsillectomy. — lodides and 
other expectorants, the frequent drink 
ing of hot fluids, inhalation of tincture 
of benzoine compound, are helpful i 
stimulating expectoration. 

Postural drainage is widely recom 
mended but success with this treatment, 
which is frequently very inconvenient, is 
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chiefly obtained in certain cases in which 
cavities are favorably situated for drain- 
age. 

The instillation of 10 ce. of lipiodol at 
weekly interva!s has given beneficial re- 
sults, but it cannot be used indiscrimin- 
ately in all cases. It is strictly contra- 
indicated in all cases of hyperthyroidism 
and especially in parenchymatous tuber- 
culosis, because it may cause a_ rapid 
spread of a fairly latent process. 

The inhalation of Balsamica has been 
used for a long time, but its soothing 
action is effective only on the superficial 
layers of the mucous in the larger bronchi, 
When given by intramuscular injection, 
the active agent reaches the alveoli of 
the lungs through the blood stream. Used 
in this way for a long time in Europe, 
itis a much more efficacious solvent of 
the mucous secretion which lines’ the 
bronchioles and alveoli. We injected the 
of Eucalyptus, Menthol and Camphor 
in form of “Kucalyptol-Quinine com- 
pound,” 2ec. of this substance was given 
daily, intramuscularly. The results have 
len very satisfactory. In most cases ex- 
pectoration was facilitated, rales seemed 
to be markedly decreased after a week’s 
wiministration, and the patient's feeling 
of tiredness was lessened. We gained the 
impression that this is a harmless and 
effective preparation, although its results 
we naturally limited through the patho- 
logical conditions present. A few patients 
complained of some soreness after the in- 
jection: the use of a long needle and of 
the electric pad afterwards may greatly 
lessen that. 
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Emetine hydrochloride is frequently 
very helpful in removing the obstructed 
sputum. It may be given intramuscularly 
every other day for 2 weeks. The dose is 
one-half grain which is slowly increased 
to one and one-half grains, 

In selected severe unilateral cases a 
surgical procedure may be advisable when 
the patient is in fairly good physical 
condition. Especially important is the 
improvement of the right heart, which 
is so frequently weakened in bronchiec- 
tasis. 

Pneumothorax, even complete, is fre- 
quently disappointing because after end- 
ing the pneumothorax the bronchioles 
often become wide again, restoring the 
old condition. The paralysis of the dia- 
phragm by phrenicotomy helps only in 
early cases of the lower lobe. 

Extrapleural thoracoplasty or especial- 
ly extirpation of the diseased lobe gives 
frequently best results, but mortality is 
high, even in the hands of the most ex- 
perienced physicians. 


Summary 


1. In the average case of advanced 
bronchiectasis, the chief purpose of treat- 
ment is checking progress of the disease, 
especially by preventing stagnation of 
sputum. 

2. For this purpose Eucalyptol-Quinine 
compound seems to be a very helpful 
preparation without bad side effects. 

53. In cases with much secretion, a trial 
with the thirst cure is very much recom- 
mended. 


MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA 


SUMMER DIARRHEA IN BABIES. Casec (calcium caseinate), which is al- 
most wholly a combination of protein and calcium, offers a quickly effective 
method of treating all types of diarrhea, both in bottle-fed and breast-fed infants. 
For the former, the carbohydrate is temporarily omitted from the 24-hour form- 
ula and replaced with 8 level tablespoonfuls of Casec. Within a day or two 
the diarrhea will usually be arrested, and carbohydrate in the form of Dextri- 
Maltose may safely be added to the formula and the Casec gradually elimi- 
nated. Three to six teaspoonfuls of a thin paste of Casec and water, given 
before each nursing, is well indicated for loose stools in breast-fed babies. 
Please send for samples to Meap Jonnson & Company, EVANSVILLE, INDIANA. 


reader above is released by Mead-Johnson & Company and in no way reflects the beliefs or 


policies of this journal or any member of its staff. 
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Indications for Artificial 
Pneumothorax 


Our responsibility concern- 
ing tuberculosis is twofold. 
Both the individual and the 
community must be consid- 
ered. We owe the individual 
a return to health and well- 
being and a restoration to his economic 
status. We owe the community control of 
the spread of the disease by the eradica- 
tion of the causative agent—the tubercle 
bacillus. In spite of the great strides in 
our knowledge of the treatment and con- 
trol of tuberculosis, many people are still 
incapacitated and die of this disease, and 
its death toll is highest between the ages 
of 15 and 35—the years of greatest eco- 
nomic production. 

Rest has long been recognized as the 
essential factor in the treatment of tuber- 
culosis, when natural methods such as 
are employed in an outlined dietetic- 
hygienic regime fail, some form of col- 
lapse therapy is resorted to. Pneumotho- 
rax is the first consideration. 

The introduction of air into the pleural 
cavity, or pneumothorax, as a therapeutic 
measure was first described by Hippo- 
crates. In his chapter on “Diseases” he 
recommends it as a measure for the relief 
of chest pain. He says, “If the complaint 
was the result of a wound or following an 
operation for empyema a bladder was 
attached to a reed pipe and air blown into 
the pleural cavity; a probe of hollow 
pewter was then pushed in and closed 
at the end.” As early as 1696, Beglivi 
reported chance cures of tuberculous sol- 
diers in penetrating wounds of the chest. 
In 1815 Sir Thomas Young, himself a 
cure of the disease, in his book on “Con- 
sumptive Diseases,” suggested the pos- 
sibility of “bringing together the parts 
of a wounded lung to promote healing 
by the introduction of air into the pleural 
cavity.” In 1821, Carson published the 


*Paper read at Meeting of Tuberculosis Sanatorium 
Conference of Metropolitan New York, June 10, 1936, at 
Municipal Sanatorium, Otisville, N. Y. 
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NAGLA M. LAF-LOOFY, M.D. 
Brooklyn, N. Y. 
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results of his experiments 
with artificial pneumothorax 
on rabbits. A year later a 
man, several members of 
whose family had died of 
tuberculosis, presented him. 
self for this treatment. Carson attempted 
to induce pneumothorax by cutting down 
on the ribs but unfortunately the opera. 
tion was unsuccessful due to extensive 
disease and numerous adhesions. It was 
not until 1888, some seventy years later, 
that Forlanini in Italy demonstrated a 
successful case. He had observed that a 
small percentage of individuals develop. 
ing a spontaneous pneumothorax were 
extremely benefited by the accident which 
in the majority of cases proved fatal, and 
that these cases were predominantly 
unilateral. He argued, therefore, that the 
gradual collapse of the lung by the intro- 
duction of frequent small amounts of air 
into the pleural cavity, thereby collapsing 
the lung, should prove beneficial in select: 
ed cases. Murphy in Chicago independent: 
ly staged a similar demonstration in 
1898. 

Normally, the lung is lined by a mem- 
branous sac, the pleura. One layer is ad: 
jacent to the lung—the visceral pleura. 
The other, to the ribs—the parietal pleura. 
The surfaces are slightly moist, approx: 
imate, but are not adherent unless some 
inflammatory condition has been present. 
The pleura is the lubricating membrane 
of respiration. Artificial pneumothoras, 
then, is the administration of sterile gas 
between the two layers of this membrat- 
ous sac. A site is selected and a small 
hollow needle introduced between the ribs 
through the subcutaneous tissue, pier 
ing the parietal pleura. Normally, there 
is a negative pressure of from 14 to 20 
millimeters of water as compared with 
atmospheric pressure. A small amount of 
air is slowly introduced, gradually sep® 
rating the two layers of the pleura colh 
pressing the lung and allowing the alt 
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AMBLER HEIGHTS SANITARIUM 
A S H EK Vv I L L K A modern sanitarium fully equipped for the 


NORTH CAROLINA treatment of pulmonary tuberculosis 
Descriptive literature upon request 
The La nda of he ky Epwina M. RicHarpson, R.N., Supt. 


ASHEVILLE NORTH CAROLINA 


ZEPHYR HILL SANATORIUM 
For the treatment of tuberculosis and chronic ST. JOSEPH SANATORIUM 


diseases of the chest. (Conducted by the Sisters of Mercy) 
MEDICAL STAFF: 
C. H. Cocke, M.D. Fireproof, steam heat. All rooms have private sleep- 


i h ith private or connecting baths. 
S. L. Crow, M.D. J. W. Huston, M.D. ng porches with private or ecting 
Mrs. W. I. Asernetuy, R.N., SUPERINTENDENT Graduate nurses in attendance 
ASHEVILLE NORTH CAROLINA ASHEVILLE ~ NORTH CAROLINA 


VIOLET HILL SANATORIUM 
Owned and operated by Mrs. Florence Barth 


Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 
ASHEVILLE Reasonable Rates NORTH CAROLINA 


| 
| 
| 


PORTLAND OPEN AIR SANATORIUM 


MILWAUKIE, OREGON 


A thoroughly equipped institution for the modern medical and surgical! treat- 
ment of tuberculosis. An especially constructed unit for thoracic surgery. The 
most recent advances in pneumolysis applied to those cases demanding this 
branch of intrathoracic surgery. 
MODERATE RATES 
Descriptive Booklet on Request 


Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
Medical Directors: } 1004 Stevens Building Portland, Oregon 


0 


) 


Grace LUTHERAN SANATORIUM For 'TUBERCULOSIS 
701 SOUTH ZARZAMORA STREET SAN ANTONIO, TEXAS 


Admits patients irrespective of denomination or creed. Idea) a!l year climate....Excellent medical and 
nufsing care. 

“Radiographic, Fluoroscopic, and Pneumothorax service.'’ New, distinctive, Individual Bungalows.... 
highly modern; also Private Rooms with baths and sleeping porches....all equipped with radio.... 
Seautiful grounds....Moderate Rates. 


For booklet and information address______-___- _._..PAUL F. HEIN, D.D., Pastor & Sup'’t. 


+ 


HOLY CROSS SANATORIUM (Non sECTARIAN) In the Health Zone of the Nation 


A large, modern, privately owned, 250 bed Institution, comprising 500 acres, with Truck Garden, Poultry and 
Dairy Farms. Well balanced menus. 

A “Home away from Home,” with each Room and Ward adjoining a private, airy sleeping porch. Also private 
Tooms with bath. 

A beautiful, restful Health Resort, with separate Units personally supervised, and having every Medical aid 
and wholesome entertainment. X-ray and Clinical Laboratory work, Artificial Pneumothorax, Heliotherapy and Ultra 
Violet Ray. Competent medical and nursing staff. Radio, Microphone with ear-phone connections to each bed. 

Located in the Health Zone of the nation with ideal year-round climate. Altitude 4,330 feet. Water 99.99 per 
cent pure. RATES $15.00 to $22.50 A WEEK 


SISTERS OF THE HOLY CROSS, Supervisors » « Hoty Cross, New Mexico 
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in the alveoli to escape through the 
bronchial tree. This procedure is repeated 
at intervals until the desired clinical re- 
sults are obtained—absence of constitu- 
tional symptoms and a persistently nega- 
tive sputum. After that, refills are given 
at intervals depending on the rate of 
ubsorption of the air in the pleural sac. 

The effect of this procedure is two- 
fold: mechanical and physiological. Mech- 
anically, as the pressure in the pleural 
cavity is increased, excess secretion is 
gradually expressed from the lung, there- 
by preventing the extension of the tuber- 
culous process along the lymphatics and 
through the bronchial channels. The pre- 
existing tendency of the lung to shrink 
due to the presence of contracting scar 
tissue is augmented. If cavities are pre- 
sent, their walls are approximated and 
gradually knit together, resulting in obli- 
teration of the cavity and scar tissue re- 
placement. Physiologically, respiratory 
excursions are diminished and finally 
abolished. A condition of stasis and 
hyperemia ensues. The circulation of 
lymph is diminished, resulting in a limi- 
tation and demarcation of the affected 
areas and the proliferation of connective 
tissue. An exudative process is thereby 
converted into a proliferative one. It is 
not always necessary to produce a com- 
plete collapse of the diseased lung. By 
an effective collapse we mean one which 
results in a loss of constitutional symp- 
toms and in a repeatedly negative spu- 
tum. This may be produced by a collapse 
of the diseased portion of the lung only, 
as in selective pneumothorax ; a complete 
collapse of the lung in cases where the 
disease involves the whole lung; or a com- 
pression pneumothorax, air introduced 
under high pressure to close resistant 
cavities. 

In about 50 per cent of the cases in 
which pneumothorax is attempted, the 
procedure proves unsuccessful because of 
adhesions which either completely obli- 
terate the pleural space or which may 
be so situated as to interfere with an ef- 
fective collapse. Other collapse measures 
must then be resorted to such as oleotho- 
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rax, intrapleural pneumolysis, phrenic 
nerve interruption, apicolysis, or thors. 
coplasty. When pneumothorax was first 
introduced, unilateral cases only were 
chosen. It was believed that disease of the 
opposite lung was a distinct contra. 
indication. Gradually, however, during 
the past ten years, influenced largely by 
our French confreres, we have become 
less timid in the more widespread appli- 
cation of this procedure. I may safely say 
that practically the only contra-indication 
at present is the mechanical one due to 
the presence of obstructing adhesions. 

Pneumothorax should be attempted 
when after a period of six to eight weeks 
of strict absolute bed rest a patient shows 
progression or no retrogression. If the 
case is bilateral, the side showing the 
more extensive disease is collapsed first, 
Experience has shown that the opposite 
lung usually heals spontaneously when an 
effective collapse is obtained on the side 
more affected. If this is not the case, some 
suitable form of collapse therapy is done 
on that side also. 

In acute exudative cases, those present: 
ing a rapidly spreading type of disease, 
pneumothorax should be attempted. If 
this is not done immediately, valuable 
time may be lost and the disease spread 
to involve healthy lung tissue. At best, 
the prognosis in these cases is poor and 
if left alone will end fatally. A cautiously 
induced pneumothorax may help cheek 
the process. 

In cavity cases, single or multiple, sur 
rounded by a considerable amount of 
exudation and scattered disease through 
out the lung, there is very little poss: 
bility of closing the cavity or arresting 
the disease without some form of col- 
pression therapy. Experience has showl 
that bed rest alone will not arrest such 
a condition. 

Cases of fibroid tuberculosis with cavi 
tation and persistent positive sputul, 
though presenting no constitutional symp 
toms, should be collapsed if possible 
These are the carriers whose tuberculosis 
is of no danger to themselves but who are 
a menace to the community because they 
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NEW YORK 


“Tn the heart of the Adirondack State Park” 
Friends to the Tuberculous 


COLLINS & LOW 
NURSING COTTAGE 
7 Front Street 


Rooms with porches—modern conveniences—tray 
service—home cooking—reasonable rates. 


MC BEAN COTTAGE 
89 Park Avenue 


Located in the most desirable section of Saranac 
Lake —facilities for any type of accomodations. 


Mrs. C. M. McBean, Prop. 


FALLON COTTAGE 
33 Franklin Avenue 
Located in a desirable section of Saranac Lake 
Modern accomodations at reasonable rates 
Homelike atmosphere. 


Mrs. Anna Fallon, Proprietor 


NOYES COTTAGE 
16 Helen Street 


All rooms with sleeping porches, with and with- 
out private baths—good location—home-cooking 
Individual diets. 


Miss Cathryn A. Noyes, Prop. 


68 Franklin Avenue 
A private sanatorium for tuberculous patients 
requiring nursing care—excellent location—spec- 
ial attention to diets—rates upon request. 


M. Camilla Hayes Hudson, R. N., Supt. 


164 Broadway 
A homelike cottage for the care of tuberculous 
patients cooking—-pleasant environment— 
close in to town-—moderate rates. 


Mrs. Frances Tully, Prop. 


80 Park Avenue 
Nursing and ambulatory suites—rooms and 
porches, with or without private baths—Spanish 
and American cooking. 


Mr. & Mrs. Alfredo Gonzalez, Mgrs. 


WARSCHAUER COTTAGE 
64 Park Avenue 
A small private sanatorium, where a patient can 
secure individual care and excellent food— 
moderate rates. 


Mrs. Edna K. Warschauer, Mar. 


88 Riverside Drive 
On the Lake—Facing the Mountains—Rooms and 
porches; some with private baths—nursing ser- 
vice—rates reasonable. 


Katherine C. Lynch, R. N., Prop. 


110 Main Street 
Close to town—residential district—all modern 
conveniences—rooms with and without private 
baths—moderate rates. 


Aletta Werle, Prop. 


HOEBLING NURSING 
COTTAGES 
26-28 Front Street 


Rooms and porches with and without private 
Saths and running water—special diets when 
required—-graduate nurses—rates upon 
application. 


Mr. and Mrs. H. Hoebling, Props. 


SAGEMAN NURSING 
COTTAGE 


32 Park Avenue 


A comfortable home for the tuberculous—rooms 
with and without sleeping porches—graduate 
nurses in attendance at all times. 


Mrs. George C. Sageman, Prop. 
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are constantly shedding bacilli. 

In cases of pleurisy with effusion with 
the patient running a stormy course and 
rapidly accumulating fluid, persistent 
high temperature, rapid pulse, dyspnea 
wnd cyanosis, fluid should be aspirated 
and replaced with air. The pneumothorax 
should then be maintained if disease is 
present in the underlying lung. 

Pneumothorax is sometimes induced to 
control hemorrhage if it can be determ- 
ined from which side the hemorrhage is 
coming. If an x-ray is taken and the dis- 
ease is predominantly unilateral or shows 
unilateral cavitation, then that side 
should be collapsed. 

When complications are present such 

tuberculous laryngitis or enteritis, 
pnenmothorax is particularly indicated. 
These conditions are due to direct surface 
contact of the organism as in expectora- 
ting and swallowing sputum loaded with 
bacilli. Tt is conceivable, then, that with 
shutting down of the source of supply of 
the tubercle bacilli and proper rest. heal- 
ing will oceur. 

In the presence of a co-existing diabetes 
or pregnancy, collapse therapy should be 
resorted to, if possible. Tuberculous diabe- 
ties present an exudative and rapidly 
progressing type of disease. Tt has been 
the general impression that pregnancy 
has a deleterious effect on tuberculous 
mothers. They do well during the preg- 
nancy itself because of the inereased 
intra-abdominal pressure which, by ele- 
vating the diaphragm, produces a redue- 
tion in the size of the thoracie cage. After 
delivery, there is a sudden release of this 
pressure and a terrifie load is put on a 
diseased lung resulting in active tuber- 
culosis. If this is controlled with pneu- 
mothorax, the danger is avoided. 

Tn cases of spontaneous pneumothorax 
ov rupture of the lung, a collapse should 
be maintained if tuberculous pathology 
in the underlying Inng ean be demon- 
strated. 

Children with a secondary type of in- 
fection and the Colored Race have little 
resistance against tuberculosis and pre- 
sent a rapidly spreading type of disease. 
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Pneumothorax should be attempted jp. 
mediately. 

‘Pneumothorax has been advocated jy 
the treatment of bronchiectasis and ling 
abscess, but in these conditions this pro. 
cedure is not without hazard. In sup 
purative disease of the lung, our object js 
to increase circulation and institute meas. 
ures which favor drainage. Pnenmotho. 
rax would produce a stasis and might 
exert pressure interfering with drainage, 
If the abseess or bronchiectatic cavities 
were centrally located near the hilus, this 
procedure may be of benefit, but the risk 
not commensurate with the 
obtained. 

Lately, pneumothorax has been adyo 
cated in the treatment of lobar pneumo- 
nia. Pneumothorax seems to help onl 
if used within the first 72 hours and le 
fore the appearance of consolidation, if 
no adhesions are present and if a com 
plete collapse obtained. Since the 
majority of cases are not seen until after 
the third day, the practicability of this 
method is limited and no better results 
are obtained than by serum therapy. The 
arguments used against this measure for 
bronchiectasis and lung abscess may also 
be applied here. Added to these, is the 
danger of producing a fulminant em- 
pyema. 

Pneumothorax may also be used as a 
diagnostic measure in the differential 
diagnosis of diseases of the lung, pleura 
and mediastinum. Especially is it of bene 
fit in localizing new growths for surgical 
approach. 

Pneumothorax is not without its haz 
ards. The most frequent complication is 
effusion. This fluid is usually simple. 
serous, varving in amount from a few 
drops in the costophrenic suleus to 4 
whole chest full. In the majority of cases 
it is reabsorbed, causing no constitutional 
symptoms. If temperature, rapid pulse, 
or dyspnea develop and persist for any 
length of time, it is advisable to aspirate 
and replace with air, About 2 per cent of 
the cases develop a tuberculous empyel 
which may require no treatment at allo 
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SPRINGFIELD 
Palmer Sanatorium 
A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. | 
Fully approved by the American College of Surgeons. Unusual refinements of service. New and 
modern buildings and equipment. 
A CONVALESCENT SECTION for non-tuberculous convalescents. 
Circulars on request: Dr. Georce Tuomas PaAtmeErR, Medical Director. 


‘LAUREL BEACH SANATORIUM | 


SEATTLE (On the Salt Water Beach) WASHINGTON 
A private sanatorium fully equipped for the modern treatment of Chest Diseases....X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty....Special diets wnen required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 


FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, M.D. 


9 
ST. LUKE’S HOME 
SPECIALIZING IN THE ACTIVE TREATMENT OF TUBERCULOSIS 
Phoenix, Arizona, altitude 1100 feet—October to June. 
Prescott, Arizona, altitude 5300 feet—June to October. 


A highly favorable climatic arrangement. 


REV. B. R. COCKS Managing Director 


SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 


Location, near but not directly on the desert (altitude 
2,400) combines best elements of desert and moun- 
tain climates....A sustained reputation for satis- 
faction, both among physicians and patients... .Send 
your next patient here, and you may be assured of 
his receiving maximum benefit, and of his full 
gratitude. 


C. E. ATKINSON, M.D. MEDICAL DIRECTOR 


MARYKNOLL SANATORIUM 


MONROVIA (Maryknoll Sisters) CALIFORNIA 
A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the 


° 
foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- ( 

em and comfortable. General care of patient is conducive to mental and physical well being. 
Sister Mary Edward, Superintendent ' E. W. Hayes, M.D., Medical Director ( 


ST. VINCENT SANATORIUM 


Information TUBERCULOSIS IN ALL FORMS Conducted by 
and Rates Rosert O. Brown, M.D. SISTERS OF 
on Request MeEpIcCAL D1rECTOR CHARITY 


THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 


St. Joseph Sanatorium and Hospital 


ALBUQUERQUE, NEW MEXICO 


The Most Beloved and Famous Institution of the Southwest 
A 200 K.V.P. SHOCK-PROOF DEEP THERAPY MACHINE HAS RECENTLY BEEN INSTALLED 
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necessitate irrigation replace- 
ment with oil. In Oleothorax sterile min- 
eral oil is used, with or without gumenol, 
acting as a mechanical deterrent for the 
reaccumulation of the pus. A still smaller 
percentage of the cases develop a mixed 
tuberculous and pyogenic empyema. These 
patients are desperately ill and saline 
irrigations should be resorted to daily. 
I have tried numerous antiseptics—the 
dyes, mercurials, and Azo-Chloramid, but 
my experience has been that simple 
saline is less irritating and more effica- 
cious in controlling the pleural infection. 
After the irrigation, 300 to 400 ce. of 
saline is allowed to remain in the pleural 
cavity and this acts as a wet dressing to 
the inflamed surfaces of the pleura. After 
the temperature subsides, if a broncho- 
pleural fistula is present, thoracoplasty 
must be done to obliterate the pleural 
space and permanently collapse the lung. 
If this is not present, then the pyo-pneu- 
mothorax is converted into an Oleothorax. 

Spontaneous pneumothorax may de- 
velop in the course of an induced pneu- 
mothorax due to the tearing of an adhe- 
sion, causing a rupture of the lung, or 
an erosion of the diseased process through 
the pleura. The break may seal over and 
cause little damage, or may remain open, 
resulting in a broncho-pleural fistula and 
a mixed-infection empyema. 

Patients may die very suddenly during 
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the administration of air or as the need 
is being introduced. This phenomenon ha 
been called pleural shock and very littl 
is known of its mechanism. Nothing jg 
usually found pathologically to aceoup; 
for the fatality. In elderly people wit 
arteriosclerosis and coronary disease 
death may be traced to a coronary thro. 
bosis, 

Some cases of pneumothorax develop 
transitory hemiplegias and other nenp. 
logical signs. These may come on during 
or immediately after the administration 
of air, last a few minutes to a few days, 
and gradually disappear; or the patient 
may die on the table during the attack 
This is due to air embolism, sufficient 
air being introduced into the vascular 
system to cause death. 

Subcutaneous emphysema often de 
velops at the site of injection but the air 
is quickly absorbed. It may, however, er- 
tend to involve the entire body and may 
be fatal. 

Artificial pneumothorax has been the 
outstanding single contribution to the 
treatment of pulmonary tuberculosis in 
the last 50 years. Though apparently a 
very simple procedure, it is not without 
great danger and should not be attempted 
except by those who have had ample ex 
perience in its technique and in the 
management of pulmonary tuberculosis. 


“Reading Time of Papers published in Diseases of The Chest — 5 to 15 minutes.” 


Manor Nursing Cottage 


Equipped with X-ray and Fluros- 
cope; Pneumothorax. 


Lillian E. Hutchings, Owner 


BROWNS MILLS -In The Pines 
NEW JERSEY 


80 miles from New York City; 32 miles from Philadelphia; 3 miles from Camp 
Dix—lIdeally located for patients with respiratory diseases. 


Browns Mills Nursing Cottage Sycamore Hall Sanatorium 
Incorporated 
Excellent Medical and Affiliated Sura 
ical Treatment for Tuberculous ba- 
tients. Well Known For Home-Like 
Environment and Excellent Food. 


Marcus W. Newcoms, M.D., Medical Director 


Equipped with every modem 
convenience. 
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The Pottenger Sanatorium and Clinic 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma apd other allergic diseases; asthenics and others who require 
rest and Bupervised medical care . . . . An ideal all-year location. 
The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients. 


Close medica! supervision. Rates reasonable. 
F. M. Potrencer, M.D... _........Medical Director 
J. E. Porrencer, M.D. __ Asst. “Medical Director and Chief of Laboratory 
Leroy T. Perensen, M.D. __Asst. Physician and Roentgenologist 
F. M. Porrencer, Jn., Assistant Physician 


Write for particulars 
THE POTTENGER 
SANATORIUM 
AND CLINIC 


MONROVIA, CALIFORNIA 


ROCKY GLEN SANATORIUM 


McCONNELSVILLE, OHIO 


FOR THE MEDICAL AND SURGICAL 
TREATMENT OF TUBERCULOSIS 
DR. LOUIS MARK, Mepicat Director 
677 N. High St., Columbus, Ohio 
DR. D. G. RALSTON 
Resident Med. Director 


DR. A. A. TOMBAUGH 
Resident Physician 


H. A. PHILLIPS 


Superintendent 


Graduate Nurses 


Where the science of treatment is first. Beautiful & undings 


BARFIELD SANATORIUM 


In the Delightful Sunshine of Tucson, Arizona 


EXCELLENT ACCOMMODATIONS | | 


Samuet H. Watson, M.D. 


Medical Director 


__| 


Kart BARFIELD 


| Managing Owner 


METHODIST SANATORIUM 


ALBUQUERQUE, NEW MEXICO 


A modern sanatorium for the Tuberculous — Four large modern well-equipped buildings and fifty cot- 
tages surrounded by beautiful lawns and trees—Open to all physicians— Rates $50.00 to $75.00 per 
month — medical care extra. 

MRS. MINNIE G. GORRELL, Superintendent 


—.,, — 


VON ORMY COTTAGE SANATORIUM 


VON ORMY, TEXAS An institution designed for the proper treatment of tuberculosis patients 
| ; jonio, x plen all year un mate. Our own ry and e 

| MD.. supply. Artificial pneumothorax used where indicated. Hopeless 
| W. R. GASTON __Manager 


cases not admitted. Weekly rates $15.00, $17.50, and $22. 
For booklet please write the manager. | 
29 
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ORGANIZATION NEWS 


Ncicntifie Atlantic City Meeting. 


A splendid educational exhibit was arranged 
in the Section on Scientific Exhibits by Dr. 
William Devitt, Past-president of the Federa- 
tion of American Sanatoria (now the Ameri- 
can College of Chest Physicians), at the Atlan- 
tic City meeting of the American Medical As- 
sociation, June 7-11. 

The exhibit consisted of a group of posters 
with large lettering calling the attention of 
the “Family Doctor” to the important factors 
to be sought in the diagnosis of early Tuber- 
culosis. Of all the methods used in diagnosis, 
the x-ray was shown to be the most potent 
factor in the discovery of early Tuberculosis. 

Two view boxes were displayed, the one 
showing a picture of a normal, healthy 
young man, whose physical diagnosis was 
negative; and the other showed his x-ray 
plate which clearly indicated an advanced 
case of Tuberculosis. This was displayed to 
bring to the attention of the physician that 
the x-ray is indispensable in the diagnosis of 
early Tuberculosis. 

Several thousand physicians stopped at the 
booth during the week that the exhibit was 
in place. They expressed a deep interest in 
the educational value of the exhibit and in 
the program of the American College of Chest 
Physicians. Several hundred physicians re- 
quested literature. Copies of DISEASES OF 
THE CHEST and other data published by the 
Society will be mailed to them. 

The American College of Chest Physicians 
solicits ideas and suggestions from the mem- 
bers of the Society and from the readers of 
DISEASES OF THE CHEST, to be used for an 
exhibit in the Scientific Section of the A. M. A. 
meeting to be held next year at San Francisco. 
Please send suggestions to Dr. A. J. Cohen, 
Chairman of the Committee on Education, 
1630 Spruce St., Philadelphia, Penna. 

Dr. Devitt has arranged to box the exhibit, 
which was shown at Atlantic City, so that it 


+ 


can be shipped to any part of the United 
States or Canada. Physicians desiring to use 
same in connection with State or County 
meetings will please write to Dr. William De- 
vitt, Medical Director, Devitt’s Camp, Allen- 
wood, Penna. Kindly make your request as 
far in advance of the meeting dates as pos- 
sible, so that suitable arrangements can be 
made and the exhibit reserved for your meet- 
ing. 


Change of Status for Membership. 


At the annual meeting of the Federation of 
American Sanatoria held at Atlantic City, a 
resolution was adopted changing the name of 
the Society from the Federation of American 
Sanatoria to the American College of Chest 
Physicians. The new name is more in keeping 
with the present membership of the Society 
as many of the members are not affiliated 
with Sanatoria but do specialize in the prac- 
tice of chest diseases. Under the former by- 
laws, membership in the Society was limited 
to physicians in the private practice of medi- 
cine, either full or part time, and to those 
connected with private sanatoria. The new 
amendment opens the membership to all 
qualified physicians, who are in good standing 
with their medical societies and who can 
meet the requirements of the Board of Regents 
of the American College of Chest Physicians. 
Application blanks for membership are now 
being prepared and the Board of Regents will 
be pleased to mail a copy upon request, to any 
physician who feels that he is qualified to be- 
come a Fellow of the American College of Chest 
Physicians. 

The 1937 Pneumothorax Directory which 
lists those members of the American College 
of Chest Physicians who are qualified and 
equipped to administer Pneumothorax is now 
being prepared for the press and it is expected 
that same will be ready for distribution by 
August 25th. 


DOCTOR: SEND YOUR NEXT PATIENT TO THE 


NORUMBEGA SANATORIUM 


MONROVIA — CALIFORNIA 
A modern 18 bed sanatorium with a double suite of rooms for each pa- 
tient; beautifully situated in the foothills of the Sierra Madre mountains. 


FRANK PORTER MILLER, M.D., Medical Director 


Southwestern 


* 


Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 


Write For Information and Rates. 


ALBUQUERQUE. 
NEW MEXICO 


Well Country. 
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